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Award of the CCT Application Form

 PLEASE COMPLETE ELECTRONICALLY AND UPLOAD TO THE E-PORTFOLIO
	PERSONAL DETAILS


	Title
	

	Name
	

	Surname
	

	Email address
	

	College ID number
	

	National Training Number (NTN)
	

	GMC Registration Number
	

	CCT date as stated on ARCP 6 form
	

	Special Interest
	


	POST-CCT QUESTIONNAIRE (information only used to monitor posts taken up by CCT holders)  


	Post you will be taking up immediately post-CCT (fellowship, locum consultant, substantive consultant, other)
	

	Special Interest  
	

	Location 
	

	Start date 
	

	If taking up a fellowship, do you have a consultant post to go to after the fellowship?
	

	Special Interest (if different from above)
	

	Location 
	

	Start date 
	


	PRIMARY MEDICAL QUALIFICATION


	TITLE OF PRIMARY MEDICAL QUALIFICATION


	DATE OF AWARD
	CITY OF AWARD
	COUNTRY OF AWARD

	
	
	
	

	
	
	
	


	POSTGRADUATE QUALIFICATIONS


	TITLE OF POSTGRADUATE QUALIFICATION
	DATE OF AWARD 
(DD/MM/YYYY)
	AWARDING BODY

	
	
	

	
	
	

	
	
	

	
	
	


	Non-ST POSTS COMPLETED IN OPHTHALMOLOGY (if applicable)


Please list all non-ST posts in Ophthalmology (e.g. SHO, LAS) with start and finish dates. LEAVE BLANK IF NOT APPLICABLE.
	HOSPITAL
	START DATE
	FINISH DATE
	SUBSTANTIVE/LOCUM/PT%/FT

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	ST POSTS COMPLETED IN OPHTHALMOLOGY


Include details of all periods of out of programme, including parental leave and long periods of sick leave.  Please give the exact percentage if you have worked Less Than Full Time (LTFT). 

	HOSPITAL
	START DATE

(DD/MM/YYYY)
	FINISH DATE

(DD/MM/YYYY)
	OST LEVEL
	SUBSTANTIVE/

LAT
	FULL TIME/LTFT (%)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Please list any time spent in research posts during OST: 

	RESEARCH 

(project title) 

	START DATE
	FINISH DATE
	LOCATION
	TIME APPROVED TO COUNT TOWARDS CCT

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list any time spent in a TSC or Fellowship during OST:

	TSC/FELLOWSHIP

	START DATE
	FINISH DATE
	LOCATION
	TIME APPROVED TO COUNT TOWARDS CCT 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


I CONFIRM THAT THE INFORMATION PROVIDED IN THIS FORM IS A TRUE RECORD OF MY TRAINING IN OPHTHALMOLOGY

Signed……………………………………………… Name in full……………………………………
Date…………………………………………………

	HEAD OF SCHOOL TO COMPLETE (or TPD where the Head is NOT an ophthalmologist)  





This is to confirm that ………………………………………. (insert doctor’s name in full) will satisfactorily complete Ophthalmic Specialist Training on: …………………………. (insert CCT date in full as shown on the ARCP 6).


I confirm that the training posts as listed were satisfactorily fulfilled by the above-named doctor.





            Signature of Head of School / TPD		…………………………………………………


            Name in full					…………………………………………………


            NHSE local office / Deanery			…………………………………………………


            Date						…………………………………………………
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